Spinal epidural hematoma is a rare condition, which may be due to trauma, coagulopathy, surgery, or epidural catheterization. Its incidence is estimated at 0.1/100,000/year. We report a case of late-onset extradural hematoma due to trauma causing compression, and was surgically evacuated followed by immediate neurological recovery of patient.
partial collapse of D3 vertebra; signal changes were noted in D3-D4 vertebra due to edema. Collection is noted in epidural space posteriorly extending from D1 to D8 vertebra, epidural hemorrhage displacing thecal sac and cord anteriorly. Reduced disk space with posterior disk bulge was noted at D5-D6 effacing the epidural fat. All blood investigations were normal. Patient was posted for surgery, D3 to D6 laminectomy was done, extradural lipoma ( Fig. 2 ) was seen and excised, and extradural hematoma was seen and evacuated. 
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DIScUSSION
A spinal epidural hematoma is a rare, but significant neurological condition. The spontaneous development of spinal epidural hematomas is most frequent after the 4th or 5th decade. 1,2 However, it has been reported to occur in all age groups, and it is a very rare clinical entity in children. Only 30 pediatric cases of spontaneous spinal epidural hematomas (SSEHs) have been documented in the medical literature. 1, 3, 4 The male/female ratio is 1.4:1.
5
Certain precipitating factors, including anticoagulant therapy for prosthetic cardiac valves, therapeutic thrombolysis for acute myocardial infarction, hemophilia B, factor XI deficiency, long-term aspirin using as a platelet aggregation inhibitor, and vascular malformation are suggested to be correlated with SSEHs. 1, 6, 7 It is also a rare occurrence during pregnancy, with only six cases reported in the literature. 1, 8 Statistically, idiopathic cases account for approximate 40% of all cases. 1, 5 The most common site of an SSEH is the cervicothoracic region or thoracolumbar region. 1, 2, 9 Up to now, there have been disputes about the origin of these hematomas. Most researchers assert that SSEHs arise from the epidural venous plexus in the spinal epidural space because it lacks venous valves, and undulating pressure from the thoracic and abdominal cavities can impact it directly.
1,2,5,10 Several authors have proposed the spinal epidural arteries as a source of hemorrhage.
1,11
A more likely explanation is that pressure from arterial bleeding compresses the spinal cord, because the intrathecal pressure is higher than the venous pressure.
1,2,12
The usual clinical presentation of an SSEH is sudden stabbing neck or back pain that progresses toward paraparesis or quadriparesis, depending on the level of the lesion and the nerve root. 1, 13 Children often suffer from additional symptoms of irritability, and occasionally urinary retention. 1, 3 In high cervical region, SSEHs could cause spinal shock, leading to fatal condition. 1, 14 Currently, MRI is considered as the first choice of diagnostic method for SSEH 8. The differential diagnosis of SSEH includes an acute herniated intervertebral disk, acute ischemia of the spinal cord, epidural tumor or abscess, spondylitis, transverse myelitis, or even a dissecting aortic aneurysm, and acute myocardial infarction.
Early surgical intervention is the general treatment for SSEHs. The procedure includes decompressive laminectomy and hematoma removal. If the exact location of the hematoma cannot be detected and confirmed by MRI, the dura should be opened to exclude the subdural hematoma. In cases with incomplete neurological deficits, the operation should be performed within 48 hours of the onset of the initial symptoms. 1, 5 If the initial neurological deficits are complete, the operation should be performed within 36 hours. 1, 5 
